THE term "infantile eczema" is used to denote several different types of superficial catarrh of the skin met with in infants, but I propose to-night to confine my remarks to those varieties which attack the face and which we may appropriately term " facial eczema of infants."
It is not necessary, nor would time permit, for me to enter into elaborate clinical details of these cases. The exhaustive work of Professor A. J. Hall [1] in 1905 has furnished us with a large number of clinical facts, which require no repetition, and I do not desire to tire our colleagues of the Children's Section with other dermatological minutiae which have not much bearing on the main problems of aetiology. It is, however, necessary that I should just refer briefly to the types of facial eczema in so far as they have a bearing on aetiology and treatment.
Various types of facial eczema have been described but I think the majority of cases can be conveniently divided into three types: (1) Those which commence on the cheeks or forehead, which I will call for convenience the primary facial type;
(2) those which begin on the scalp, and (3) those. which occur in association with a general eczema starting somewhere other than on the face or scalp, for instance in the napkin region. In the primary face type the trouble usually commences as an itchy patch on one or both cheeks, less commonly on the forehead. The earliest lesions appear to be of an urticarial or erythematous nature and do not to my mind suggest in the least a surface bacterial infection. The rash, when established, varies somewhat in distribution and character in different cases, the prominences of the face suffering more than the hollows, suggesting that friction plays an important part in its production. Itching is intense and spasmodic. Most of the infants are breast-fed, and are fat and healthy looking.
As regards the second type it is very common to find infants with scurfy patches on the scalp, in the early stages in ring-form, later in the form of dark greasy crusts. These patches are often rubbed or scratched by the patient and an inflammatory reaction results. It is not always that the face becomes involved, but when it does there is a tendency for the whole picture of facial eczema to appear suddenly, this suggesting that we are not dealing with a spreading local infection but with a sudden breaking down of skin resistance.
In the third type we have somewhat the same condition, but here the eruption usually begins at a farther distance from the face, and the facial eruption forms part of a general eczematization.
Is THERE A COMMON A3TIOLOGICAL FACTOR ? I think it may be useful if the first point we discuss is whether a common underlying factor is present in all these cases, that is to say whether there is a common type of sensitiveness of the skin in all these infants, and whether it only requires some source of irritation to produce an eczematous condition.
It seems to me difficult to come to any definite conclusion by merely studying the dermatological features. The type of the eruption appears to be very similar in all types of case, and whether we find a dry, scaly eruption, or a florid weeping condition, seems to depend more on the state of nutrition of the child and the stage of the disease than on its place of origin. It is a matter of common knowledge that asthma and recurrent bronchitis are apt to occur in children who have previously suffered from facial eczema, but it is not very clear whether this applies to all the types I have mentioned. I thought it might be useful to look into the matter and I therefore wrote to the parents of seventy-five cases that I had seen at Great Ormond Street during the year 1921-22. I received forty replies with the following information: twenty-four of the primary face type, eight of the scalp type, six starting in other regions and two in which the site of origin was not stated. Now of the twenty-four primary face cases ten subsequently developed asthma or recurring bronchitis (nearly half the cases); of the eight scalp cases and six cases in which the eruption started elsewhere, no cases of asthma or recurring bronchitis are reported, while out of two cases the origin of which is unknown one case of asthma occurred.
These figures are to me very striking and suggest that in the primary facial cases we are dealing with some specialized form of hypersensitiveness which is not present in the other types of case. In these latter we may have simply that form of acquired hypersensitiveness which we see in adult types of eczema.
On the other hand the figures are so small that it is impossible to base any definite conclusions on them. They do, however, help to support the view which has been held on clinical grounds that most of the scalp cases were of an infective type, generally referred to as seborrhceic. I questioned further as to the occurrence of fresh skin eruptions, hoping that 1 might find some cases of the so-called neurodermatitis or flexural eczema, as this type of eruption is frequently associated with asthma. Five facial cases gave some history of recurrent rash, but all on the cheek. One of the two cases in which there was no history of the site of origin (not the one in which there was asthma) gave a definite history of eczema in the bends of the joints, whilst in none of the cases of types 2 and 3 had there been any further skin trouble. In view of the numerous asthmatic cases, I was rather surprised to find so few cases of flexural eczema, but it may be that some of these will appear later.
If, on the other hand, we look backwards and obtain the past histories of patients suffering from neurodermatitis (or, as I prefer to call it, flexural pruritus), we find a large number of cases which give a history of facial eczema in infancy and also of asthma. It has also been suggested that hay fever and cyclic vomiting occur in the same type of patient and it will be interesting to hear from our colleagues their experiences of this. Even the cases we ourselves see are sufficient, I think, to convince us that we are dealing with some underlying diathesis which does not cease when there is recovery from the facial eczema, but often continues throughout life.
It may be interesting here to mention that five of the forty children had died. One of them (type 3) died when over 4 years old from encephalitis lethargica and need not be considered. The others all died in infancy: one (facial type), from epidemic diarrhcea; one (facial type), from empyema following multiple boils which complicated the eczema. Of the other two, one died of convulsions and the other of some mysterious illness of which I can get no accurate account. In the latter case the child had recently been an in-patient in the hospital and had been discharged as cured. They both occurred in the scalp type of case. Only in these last two cases is it possible, I think, to consider the question of the so-called " eczema death "; I raise the point, not because these facts help us in the question under discussion, but in the hope that some of our colleagues of the Children's Section may be able to give us some information on this interesting subject.
WHAT BRINGS OUT THE PRIMARY ERUPTION ?
In the scalp cases, doubtless, most people will agree that a bacterial infection of the skin is the starting point. It may be a matter for discussion among dermatologists as to what the infecting organisms are, but I will not go into that question now. In cases that arise elsewhere than on the face and scalp, too, some definite cause can usually be found.
In the primary facial cases, however, the cause of the initial lesion is not at all clear. As I have already pointed out, it has not the characters one usually associates with an external irritant, unless it be a factitious urticaria. The two theories to account for the eruption which have attracted most attention during recent years are those of protein sensitiveness on the one hand and digestive disturbances on the other.
It is known that the majority of cases occur in breast-fed children. In Hall's cases (the following figures include all cases of facial eczema) 56 per cent. were fed on breast only, 30'5 per cent. on breast and otber food, and 13'5 per cent. on bottle only. F. J. Corper [2] in 100 cases found fifty-seven breast only, twenty-three breast and other food, eleven bottle only and nine of doubtful history, showing an extraordinary similarity to Hall's figures. Now it follows that if these children are suffering from the effects of specific food proteins the majority must get that protein from the mother's milk, yet the cutaneous tests with mother's milk done by different observers vary to an extraordinary degree. Thus Blackfan [3] obtained positive results in ten cases out of twenty-three, while Corper [2] did not obtain a single positive reaction in 100 cases. At the same time most observers seem to discover an extraordinary tendency in these children to react to proteins, but more often to several proteins than to one. Thus, Schloss [4] out of fifty-three cases tested found that twenty-seven reacted to more than three different foods while thirteen reacted to not more than three. Corper' [2] out of 100 cases had thirty-four patients who reacted to more than one protein and nineteen who reacted to one protein only. This tendency to give positive cutireactions to proteins is not a feature of facial eczema of infants only, for Blackfan [3] in twenty-seven cases of eczema in patients whose ages varied from 5 weeks to 40 years found twenty-three who reacted to one or more forms of protein.
These results would seem to show that there is no specific hypersensitiveness to food substance in facial eczema of infants, but that these children, like other sufferers from eczema, are prone to give positive cuti-reactions to various proteins.
To return to the question of cuti-reactions to maternal milk, however, I think that such tests would require very careful control. For instance, it does not follow that the substance to which the child is sensitive is present in the mother's milk at the time when the test is done. We must be sure that the mother was ingesting certain substances before testing.
With regard to digestive disturbances, it has long been thought that these constitute a determining factor in the production of facial eczema. The question has been mentioned by most of the older observers, such as Willan and Bateman, Hebra, Erasmus Wilson, Neumann, Besnier and others. More recently careful chemical observations have been made, and some observers fancy that different clinical types of eczema can be associated with indigestion of sugars, starches and fat respectively. After an exhaustive study of the subject Towle and Talbot [5] have come to the following conclusions: " (a) The occurrence of the acute exudative type of eczematous inflammations of the skin is such a frequent association with an indigestion of fats and sugar that it indicates that the process im the skin and the process in the digestive tract probably bave some mtiological relationship.
" (b) Contrariwise, the fact noted . . . that the majority of infants presenting the sanme symptoms of indigestion described above do not likewise present a cutaneous reaction points to the inevitable conclusion that some underlying condition, probably systemic, which the eczematous infants possess, is lacking in the non-eczematous individuals."
This seems to me to be pretty nearly all that there is to be said about the question of digestion and infantile eczema as far as present information goes-though I have noticed in my own cases that a large number show symptoms of overfeeding, such as pumping up of food after the feeds, constipation, and occasionally, though rarely, loose offensive motions; and that they improve remarkably when the quantity of food is reduced. It seems to me possible, or even probable, that indigestion may cause flushing and some itching-of the face, and that this may be the reason why the child starts rubbing its face. If the child happens to have the exudative diathesis, or whatever one may prefer to call it, this friction is sufficient to initiate the whole chain of symptoms which are included in the primary face type of the disease. This has been recorded by many observers.
TREATMENT. Most of us will agree that the main point is to stop friction. This can be accomplished only in a partial degree by methods of restraint. I believe that change of temperature is the most potent cause of itching, and therefore the child should be kept, as far as possible, in a room of equable temperature. An occlusive dressing such as a face mask is also of value in this respect. In non-septic cases zinc paste forms the more suitable basis; in septic cases starch and boric acid or flavine poultices (the latter suggested by Dr. Ferguson Smith) [6] . Itching may further be checked by tar preparations, especially by crude coal tar, in non-septic cases. In fact, there is no remedy which compares with tar in this respect. I am afraid I do not altogether agree with C. J. White [71 that this should never be used on a mask; I generally use 3 per cent. crude coal tar in Lassar's paste on a mask with quite good results, but White's paste is an excellent dressing applied according to his instructions. I generally find that some reduction in the feeds is all that is required by way of dietetic treatment. As to drugs I rarely use any, and have seen no definite improvement from such drugs as antimony, thyroid, &c., or rarelv from intestinal antiseptics. Bromide is occasionally useful.
These remarks, of course, apply to the primary face cases. In the early scalp cases sulphur and salicylic acid ointment are of great value in the early stages, but once the face is extensively involved I think it is better to treat the cases in the way I have described. I do not think we can attribute the facial complications to a mere spread of the bacterial infection, but rather to a hypersensitiveness of the skin, though not of the same character as that met with in the face type, but of the kind seen in adult eezemas.
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Dr. H. C. CAMERON.
No doubt the opportunities for studying this disorder are greater for the dermatologist than for the children's physician. I propose to confine myself to one aspect of the subject and to endeavour to answer the questions: "What is the underlying cause that determines why, of many infants exposed to local irritation, one only develops eczema ? What is the nature of this inherited or familial idiosyncrasy ? Is there any constant metabolic disturbance of which the eczema is the accompaniment ? " It is not easy to correlate the clinical observations bearing on this question. For instance, how can we explain the regularity with which an attack of measles, for the time being, clears the skin instantly and absolutely of eczema ? Again, there is that curious association between vaccination and eczema which has been made use of so much in anti-vaccination propaganda. A small patch of eczema from the moment of vaccination may spread with the greatest rapidity, and this apart from the risk of implanting a generalized vaccinia in the eczematous infant. On the other hand, I have once seen an infant with eczema contract chicken-pox, and the course of the disorder and of the lesions was in every way normal. How, too, are we to account for the tendency towards sudden death? Is the death due to septic infection or to interference with the respiratory function of the skin ? Some of the infants who have died suddenly with generalized eczema have had almost the whole surface of the body covered with ointment and confined in bandages. Before death hyperpyrexia has been the rule.
One feature which is peculiarly characteristic of the eczematous infant is the rapidity with which weight is gained and lost. The infants are prone to retain water in their tissues, and often carry a very high content of fluid in their subcutaneous water depots. On the other hand, they tend readily to turn out the water from their bodies so that they become dehydrated with alarming suddenness. When the water has been retained, they commonly exhibit a fixed colour in the cheeks from the eczematous infiltration, they have a large appetite, and their body weight is high. By the public they are generally regarded as peculiarly healthy and sturdy children. Yet, in general, they are fat and flabby with a very poor resistance to all infective disorders. In the dehydrated state, on the other hand, the true condition of atrophy which has been masked by the retention of fluid becomes apparent. It has often been remarked that eczema is especially prone to occur in very thin babies or in very fat babies. Perhaps it would be more true to say that this quality of "hydrolability" or "poikilo-osmosis" is a very constant feature. I show a chart of a baby nine months old now in my ward. At birth its weight was 9 lb. At the end of three weeks it had fallen to 5 lb., and a generalized eczema had appeared. At six months of age, when the weight was 14 lb., fluid was suddenly lost, and in a few days the weight fell to 11 lb. The chart of the daily weighings shows characteristically great fluctuations of body weight. At one time the weight increased by 14 oz. in two days, and a little later there was another sudden rise with a gain of 26 oz. in eight days. It is interesting that both of these sudden increases followed on the removal of milk from the diet and the substitution of a synthetic food, and that both were accompanied by a rapid improvement in the eczema. These huge fluctuations of body weight, these rapid gains and losses, are highly characteristic of the eczematous infant.
The second point to which I may call attention is that this hydrolabile, eczematous infant, whose chart I show, is also spasmophiliac, with presumably a low calcium-content in the blood and in the nervous system. For months there has been persistent tetany, and there have beeni numerous attacks of laryngismus stridulus.
It is common to find in practice that eczematous infants show evidence of "manifest " or " latent " spasmophilia. Both disorders, eczema and spasmophilia, are probably associated with a disturbance of balance in the saline constitution of the blood.
The connexion between spasmophilia and eczema is interesting, because there are three conditions in infants in which we find sudden, inexplicable death-eezema, spasmophilia and status lymphaticus. The last of these appears to me to be the post-mortem finding in all children who are in this sense poikilo-osmotic with a high lymph-content in their body. Under such circumstances, provided only that death is sudden and that there has been no dehydration of the body from a long and wasting illness, status lymphaticus is apt to be disclosed after death. Very frequently in the literature of death from status lymphaticus we find it recorded that the child in infancy suffered from eczema. Some of you may perhaps remember a series of such cases recorded by Dr. Bellamy Gardner before the Section of Anesthetics and very fully discussed.'
Between these three conditions-eczema, spasmophilia and the status lymphaticus-which have in common this too great bydrolability, and which are characterized by this tendency to sudden death, there must, I think, exist some relationship. Much of the continental literature is occupied with the discussion of the relationship between infantile eczema and the exudative lymphatic diathesis of Czerny. Czerny's conception of the exudative diathesis covers to some extent the ground occupied by the older description of the status thymo-lymphaticus. A child with the exudative diathesis in general has a high content of lymph in the body; red, rough eczematous cheeks; sparse, irregular hair upon the scalp which has a tendency to wander downwards over the forehead and on to the cheeks. He is apt to be a constant sufferer from impetigo, and has an inveterate tendency to mucous catarrhs of the nasopharynx, bronchi and intestines. After death an overgrowth of lymphatic tissue in all situations is found. During life enlarged tonsils and adenoids are almost always apparent. The enlarged glands are peculiarly apt to become infected with an attenuated form of tubercle. Scrofula may perhaps be defined as that condition in which the tuberculous processes are modified because implanted upon this catarrhal soil. Czerny has written much on the ill-effects of milk for children of the exudative type.
But there is a second group of children in whom the eczema is also commonchildren with the so-called neuro-arthritic diathesis-meagre, nervous, intellectua children, exhausting their bodies by the energy which they put into all pursuits. Such a child suffers especially from vasomotor disturbances with attacks of pallor, prostration and abdominal discomfort, culminating, in the worst cases, in cyclical vomiting. Such children come most often from a nervous stock with a family history of gout, asthma, eczema and especially migraine. We all recognize the improvement which can be wrought in them by strict limitation of the intake of fat, while at the same time starch, sugar and alkalies are given freely. The child of this type can deal only with small quantities of fat. If more is given acetonaemia ensues, with an increase in pallor, prostration and amyotonia.
It is clear that the tendency to suffer from eczema is at its height during the time that milk is normally the main part of the diet. With the change to a mixed diet, in very many cases permanent recovery occurs. Often the best prescription is to cut short the time of milk feeding, and to give a mixed diet from the sixth month onwards. Even at an earlier age one or two of the milk feeds may be replaced by a similar amount of a vegetable soup.
Finkelstein has attacked the problem from another aspect. His well-known albumin milk was originally designed for the treatment of eczema. Its object is to encourage the dehydration of the too watery infant by a great reduction in the salts and sugars of the food. In the case of the thin, dehydrated infant with eczema other methods must be adopted, but in that of the fat and watery infant albumin milk is capable of giving good results.
On the part played in the production of eczema by hypersensitiveness to specific proteins I am not well qualified to speak, and I should prefer that someone with greater experience should deal with that part of the question.
I believe that too little attention has been paid in this country to dietetic therapy in the treatment of infantile eczema. Eczema is not, of course, produced directly by injudicious feeding, nor does it result from the several types of common gastrointestinal disorder. It occurs only in the predisposed child, and it occurs because 1 Proceedings, 1909-10, iii (Sect. Anaesth.), pp. 19-62. the reaction of that child to the best possible diet is wrong. Eczema is as common upon breast-feeding as upon bottle-feeding. In breast-fed infants, after the first few months of life, supplementary feeding, or even occasionally complete weaning, may at times bring about improvement.
Dr. H. G. ADAMSON.
The term " eczema " is often employed with so little precision that those who discuss the causes of eczema are sometimes dealing with quite different complaints.
Before we can discuss with advantage the nature and cause of infantile eczema we ought to agree to what form of erutption this term is to be applied. I myself consider that infantile eczema is a very distinct and definite type of eruption. It is a common eruption with features so uniform and so striking that a general description will suffice for each individual case. The eruption starts on the scalp, or on one cheek, and extends until it occupies the scalp, both cheeks and the forehead, avoiding the orbits, the nose and the mouth, thus having a characteristic mask-like distribution. It may be confined to these parts, but usually, sooner or later, it involves the outer surfaces of the forearms and of the legs below the knees, and sometimes, in patches, the trunk. The eruption consists of circumscribed areas which are red and covered with minute " weeping points." The skin in these parts is swollen throughout its entire thickness, and when pinched up it is felt to be twice or three times as thick as the normal skin. There is intense itching, so that the baby rubs its face against anything with which it can come into contact, or, if old enough, scratches with its fingers or with its toes. When protected from rubbing and scratching, or from other external irritants, the eruption subsides. If scratched or rubbed, or otherwise irritated, it is aggravated. With careful protective treatment it eventually disappears and the patient may never again be affected either in infancy or childhood, or in later life. In cases which are not cured in infancy, however, the eruption, with somewhat altered distribution, may continue into childhood, or even into adult life. Nearly all chronic eezemas of childhood have their beginning as infantile eczemas. In a small percentage of the uncured cases of infantile eczemas asthma develops in childhood, in conjunction with the chronic eczema.
Pathologically, infantile eczema is a catarrhal inflammation of the skin, characterized by serous exudation into the whole thickness of the skin,-a serous exudation which comes to the surface as minute * weeping" points.
As regards the htzology of this dermatitis, it may be asked: Is it merely an inflammatory reaction in a skin hypersensitized by external irritants ? Or is it a special and peculiar form of dermatitis occurring in certain infants as a manifestation of some abnormal constitutional condition ? My own experience leads me to the conclusion that the type of eruption I have described is at any rate quite independent of any digestive disturbance or of any food idiosyncrasy. I have never been able in any way to influence an infantile eczema by any special form of diet. That external irritants play a very important part in its causation I am firmly convinced. But whether they act merely as excitants of a hypersensitiveness of the skin in otherwise normal children, or whether there is another factor, an abnormal constitutional state which renders an infant particularly sensitive to external irritants, I am in doubt.
I am inclined to think that external irritants constitute the sole factor in the production of infantile eezema. The face-including especially the cheeks and the forehead-is the part most exposed to such irritants as sudden changes of temperature, on imperfect drying in cold weather, or to contact with the perspiring skin of the mother. The baby may be taken from a warm room into the cold air, or from the cold air to the fireside. At first there is merely a flushing or an erythema. Further irritation leads' to a definite dermatitis and finally to an eczema. The skin having become eezematized in one part, becomes hypersensitive in other parts, as we know may happen in adult eczema. From this point the eczema is kept up and aggravated by rubbing and scratching. In one of the soundest contributions to the tetiology of infantile eczema, Dr. Arthur Hall, of Sheffield, has pointed out that in 95 per cent. of his cases the onset was in the winter months, when the exposed skin, (i.e., the face) would be most frequently subjected to sudden temperature changes. In infantile eczemas which start from the scalp, there is always an antecedent " scurfy condition," which is conceivably the source of a local irritation.
One fact only makes me doubtful whether we can ascribe infantile eczema entirely to local causes, and that is the occasional association of infantile eczema with asthma, a circumstance which seems perhaps to suggest an underlying constitutional factor, responsible for both the asthma and the eczema.
In favour of the purely " accidental and external'" theory are the facts that eczema may attack only one infant in a family, or even only one of twins, and that infantile eczema may be cured, and indeed, in my experience, can only be cured, by external treatments.
Although I have seen a very large number of babies suffering from infantile eczema, I have not personally met with a case of sudden death, so that I feel that it must be a rare occurrence. Possibly, as Dr. Arthur Whitfield has suggested, the true explanation of the reported cases is that the children have been exposed to chill during the dressing of an extensive eruption, as may also happen in the case of an extensive burn.
Dr. F. LANGMIEAD
said that under the name " eczema ' appeared to be included many conditions of varied etiology. If skin diseases were classified in the same way as other diseases in medicine, it would be necessary to take out of the eczema group traumatic lesions of the skin, lesions due to heat or to cold, and conditions due to vascular disturbance, as well as some diseases due to nervous disorder. " Eczema" in his (the speaker's) view, was one of the numerous words in medicine which covered many differing conditions, and such a confusion really interfered with the discovery of causes. If only the profession could get away from the hypnotism of the name. or translate it into the English equivalent " weeping" or something of the kind, it would soon be apparent that there must be some further differentiation in order to secure a movement forward in the understanding of the disease. Some dermatologists appeared to regard eczema as a condition of the skin predisposed by undetermined internal causes, and so separated it from " dermatitis", others did not make this distinction. If ' eczema " were known as an acute, or as a subacute, catarrhal dermatitis a definite disorder would be implied and one which could be studied as a definite entity.
He thought that the type of skin liable to eczema was sometimes inherited, sometimes acquired, and sometimes both inherited and acquired. In considering w,tiology, one had also to think of irritants such as soap, soda, wind, heat, scratching, &c., also irritants in the excretions, such as urine and feces and sweat, and irritants in discharges, possibly also in the blood.
He would consider only tbree of the varieties of eczema.
(1) He wished first to speak of the eczema which began about the buttocks or in the groins of a small baby, arising as the result of irritation from the urine and faeces. The stools in these cases were often ammoniacal, and the urine was often very acid. He could not think that such cases should be treated only by external measures; the stools and urine should be rendered less irritant. He acknowledged that it was not a purely local condition, because in the same children there were sometimes patches of eczema in other situations-an evidence of the importance of the special susceptibility of the skin. This class of child took carbohydrates badly. Possibly, even in breast-fed children, it was the carbohydrates in the mother's milk which were concerned in the disturbance. If the feces were made alkaline by diminishing the carbohydrates, as by putting babies on to whole milk, thereby giving protein in excess, and the urine made less acid by giving alkalies, much could be done towards improving and perhaps curing the dermatitis of the buttocks. Sometimes there occurred an intertrigo which would not heal until attention had been paid to the prepuce: continual dribbling and wetting might occur from a long prepuce, and circumcision should constitute part of the treatment. In carbohydrate dyspepsia the type of child was not far removed from that to which Dr. Cameron had referred, namely, the child whose tissues retain a large amount of water.
(2) The second variety of eczema that he (Dr. Langmead) wished to consider was the facial, in which the condition spread from the face over the body and affected the scalp, and in which the child was apparently extremely well nourished. He believed this type differed. from that just mentioned, and considered that there was some predisposing internal condition, at present obscure. It was from this form of disease that occasional sudden death occurred. Dr. Cameron spoke of the sudden death as being associated with status lymphaticus. He (the speaker) was very sceptical about the existence of status lymphaticus in most of the cases in which it had been described. If a child in good nutrition died suddenly, the lymphatic structures and the thymus were found to correspond generally to the status lymphaticus. At one time he had weighed the thymus glands of children who had died suddenly from adequate reasons-being run over by an omnibus or some such cause-and had found the weights to be equal to those generally regarded as excessive in the cases described. Neither had he seen any association between eczema and cyclical vomiting. Patients who suffered from cyclical vomiting did not seem to be particularly liable to eczema.
(3) A third variety of eczema was that ascribable to protein idiopathy. Every one recognized the association between eczema and asthma, itself a symptom-complex of varied aotiology. One of the causes of asthma was protein idiopathy, and there was also a considerable field to be explored with regard to the protein reactions in eczema. Once or twice he (the speaker) had seen children in whom epileptic convulsions were always heralded by the appearance of a patch of eczema. There were relationships between eczema, asthma and epilepsy, which precluded eczema from being considered purely as an external disorder.
The last point was one which he would only mention by way of arousing comment. He was of opinion that much improvement was brought about in intractable cases by giving calcium lactate in sufficient doses. He did not wish to be understood as criticizing the value of local treatment, with which the dermatologists were more competent to deal.
Dr. J. M. H. MAcLEOD said that the modern dermatologist had a definite view as to what might be termed the eczematous reaction, and this was that it did not differ from the various forms of dermatitis produced by irritants which were known. Eczema was not a simple entity like psoriasis, but was a type of reaction. It could be better studied in the infant than in the adult, because in the former there were not the complicating factors which might be present in the adult, such as worry, mental disturbance, &c., and one was reduced to a rather limited etiological possibility. His (the speaker's) own view on the matter was much the same as that so well expressed by Dr. Adamson. He had had twenty years' experience in a children's hospital in London and had now a wider field of observation in the Metropolitan Asylums Board, and the conclusion at which he had arrived was that the eczematous reaction was a local condition, locally produced by scratching and rubbing. All infants' skins were sensitive, and were made more so by various factors, temperature being one of the imiost important. With regard to the internal factor in its causation, it was well known that eczema in infants was much more prevalent in winter than in summer, while gastro-intestinal troubles were commoner in summer. He (the speaker) had never known of an eczematous reaction being produced in a child by a definite error in diet, though an itching of the skin might be produced by something of the kind. Dr. Langmead had spoken of a type of eczema which was located in the napkin area; but eczema was very rare in that situation; what was referred to was either a disease described by Jacquet, an erythematous condition which was sometimes toxic or was associated with a papular urticaria, or a local streptococcal infection. Irritation he regarded as the main factor in adult eczema also. The moment this reaction was produced, the skin became hypersensitive all over, and when in that state it reacted to all kinds of minor irritants whiclh in normal conditions would have no effect.
With regard to sudden deaths connected with eczema, they must be extraordinarily rare. In all his experience he had known only one such death, the cause of which could not be determined. If eczema were no longer regarded as a specific disease due to an individual cause, like psoriasis, but as a type of reaction caused by some local irritation, generally scratching, our view of it would be simplified, and we could concentrate on the various factors which led to scratching.
Dr. G. H. LANCASHIRE (Manchester)
said that both Dr. Adamson and Dr. MacLeod had expressed his (the speaker's) own view on the etiology. The bulk of cases of eczema in the infant, excluding those of definitely parasitic origin such as the seborrhceic type, were simply an expression of a, skin which was sensitive to external irritation. That was a reasonable conception when one considered the antenatal conditions of the baby's skin, bathed in amniotic fluid. He (Dr. Lancashire) was not prepared to say that cases of eczema were not influenced by metabolic disturbances-in fact he thought they were so influencedbut the great factor was the external irritation. In most cases the condition could be cured by simple local applications. Many of the infants were in perfect general health. In a considerable proportion of the cases of eczema not only hospital cases but also private ones-the skin was in a state of great neglect with regard to impetigo and other septic conditions, and thus they were first in need of cleansing.
It was now many years since his (the speaker's) attention was called to the benefit obtained from the use of coal tar in infantile eczema; he regarded it as the most useful instrument in his hands; it was such a powerful antipruritic. He preferred weaker preparations-of it than those generally used-5 per cent. or 6 per cent. coal tar made up with starch, zinc, and vaseline. Much depended on the quality of the coal tar used, for certain preparations were more reliable than others. He (the speaker) had seen one or two cases of sudden death in infantile eczema, and had heard of others. The fatality seemed to have been due to chill; the infants had perhaps been injudiciously dressed, cold evaporating lotions having been employed, a procedure resulting in broncho-pneumonia, from which the child had died.
Dr. HALDIN DAVIS
said that those present who were not members of one of the two Sections responsible for this discussion, would probably have been struck by the fact that the views taken on the subject by children's physicians and dermatologists were opposed to each other in every way. The children's physicians did not lay stress on external causes, or concern themselves much with external treatment. The dermatological fraternity, on the other hand, poured mild contempt on the idea of treating eczema by alterations in diet. Both Sections desired to treat the disease as far as possible in a scientific spirit, therefore there must be some explanation for the radical difference of standpoint revealed. He (the speaker) thought that the reason was that they did not see the same kind of cases. The person who had the "first go " at eczema was the physician, who, when he had tried various forms of dietetic treatment, and found that the patient did not improve, referred the case to the dermatologist. No doubt many babies who were injudiciously fed did present scurvy lesions and spots, which disappeared, after a time, when the diet had been regulated, and the impression gained was that a case of eczema had been cured. But the cases of eczema seen by dermatologists both in hospital and in private practice were of a much more severe nature. He cordially agreed with what preceding dermatologists had said this evening, that it was never possible successfully to treat a frank, well-marked and well-established case of eczema in the infant solely by means of diet or medicine; and that protection and anti-pruritics constituted the sheet-anchor of treatment. He supposed, however, that there was something in the constitution of these children which rendered them liable to be affected by slight irritants in a way that most children were not affected, a peculiarity which was probably an integral part of their constitution, but our knowledge was not sufficiently far advanced to enable us to say definitely what that defect was. Therefore at present we had to rely upon external measures. He (the speaker) had been trying to find whether there was any constitutional defect in these eczematous children with regard to the behaviour of their blood-sugar, i.e., whether there was any abnormality in its quantity and in its variations. He believed some eczematous children had more sugar in their blood than other children had. In one or two children of 3 to 4 years of age, in whom eczema had persisted from infancy, he had found the sugar content of the blood was abnormal, and that if one caused these children to ingest a certain quantity of glucose (50 grm.) the blood-sugar curve did not follow the normal course, but rose more quickly, and required a longer time to fall to the normal.
Dr. MURRAY BLIGH (Liverpool) said that in Lancashire it was believed, among the poor, that if eczema were cured too quickly, the infants would die. It was a fact that they did so. He (the speaker) had made a post-mortem examination on two children who had died within fortyeight hours of the disappearance of the rash, but nothing was found to account for death; there was nothing abnormal in their lymphatic systems. In a third case there was undoubted pneumonia, and he was sure this disease played a part in most of the fatalities, and particularly in the hydrated child.
He (Dr. Murray Bligh) bad never seen typical eczema on the buttocks of a child, though he had seen there many and various erythemata and rashes.
The physician had to be interested in these cases and sometimes had to see them to the bitter end. He would describe the treatment which he (the speaker) employed, and with which he had had more success than with some of the more complicated methods. First, and most important, was a good nurse, one who could properly apply olive oil to the whole body, and keep the affected areas constantly in contact with the oil. The worst cases did not occur so frequently in hospital practice among the poor as among private patients in good circumstances, for whom the whole-time attention of a good nurse should be available. There should be applied three layers of the finest butter-muslin procurable, each saturated with oil, to the area of skin involved, and chloretone in suitable doses should be given to keep the child quiet. As a routine treatment he gave alkalies, mainly because these children developed an irritating condition, not eczematous, on the buttock, which alkali tended to control. Most of the patients had been cured by such treatment in six weeks, and, when the child was being breast-fed, without change of diet. He (the speaker) had never been able to satisfy himself that taking the child from the breast had played any part in producing a cure, but it was true that children who had been fed on* patent foods got better when these foods were replaced by whey.
Mr. FRANK COKE said that he had taken the history of 1,000 cases of asthma and in the whole series 18 per cent. gave a history of eczema. In 500 cases sensitive to foreign proteins, the percentage was 25 per cent. In 250 cases sensitive to foods, no less than 37 per cent. gave a history of eczema.
Many cases of eczema in childhood no doubt were easily cured, but he (Mr. Coke) considered that in any case of eczema, at any age, which was refractory to external applications, the patient should be thoroughly tested for sensitization to foreign proteins.
He would quote one typical case. A child, aged 2 2 years, who had been breast-fed until she was 11 months old, began to suffer from eezema immediately after she was weaned. When seen she had eczema all over her body, was swathed in dressings and wore arm-splints to prevent her from scratching.
She gave extensive reactions to cow's milk, goat's milk, eggs and wheat. She,was not sensitive to beef, oranges, potatoes or rice. The eczema was cured by discontinuing the foods to which she was sensitive and putting her on a diet of potatoes, beef, rice and oramnges.
The blood-count showed an eosinophilia of 40 per cent. at the outset; this had now fallen to 10 per cent. Recently the child got hold of a crust and ate it, and after this a large patch of erythenma developed on her face, the skin round the eyes swelling up. This showed that she was still affected by wheat, although her skin was now perfectly clear.
In some cases eczema of the face could be caused by sensitization to feathers.
Apart from the method of avoidance he (the speaker) had cured many cases by nonspecific methods, such as collosol manganese or calcium given intravenously, peptone, or the mixed coliforin vaccine.
Dr. S. E. DORE was not disposed to underrate the importance of diathetic and inherited conditions such as asthma, ichthyosis, &c. He also thought that super-alimentation was an important factor in the treatment of eczema in children, and the administration of thyroid gland was often beneficial. He was in agreement with the speakers who laid so much stress on the external causation of infantile eczema. Eczema in infants had been divided by Whitfield into two groups: (1) the simple or traumatic variety, including the intertriginous and septic cases, and (2) the seborrhceic variety. In other words, speaking generally, eczema in infants could be divided into two classes:
(1) eczema due to the infant's own secretions, viz., sweat and sebaceous secretion, saliva, vomit, &c., when on the cheeks, and urine and feeces when in the napkin area; and (2) eczema due to the secretions of the mother or nurse, including the seborrhceic variety, which constituted in his (the speaker's) opinion a very large percentage of the cases. The point he wished to emphasize was that seborrheic eczema, whatever the term implied, was due in many cases to infection from the mother as the result of brushing and combing the hair as well as by direct contact. This type of eczema was generally amenable to local treatment.
Dr. M. SYDNEY THOMSON said that he agreed with other speakers on the point of external irritation in the infective and facial traumatic types. Some of the cases, however, when first seen, had been persisting for some time and the consequent insomnia and exhaustion had apparently upset the child's digestion; unless that was attended to it was difficult to cure the eczema. For that reason there seemed to be an indication for the more frequent administration of hypnotics than was now usual. He (the speaker) had found small doses of chloral and bromide very useful.
He did not know in what way external irritation could possibly cause the sudden acute eczema which flashed out on the flexures of many children of the plump, carbohydrate type. He (Dr. Thomson) had not had strikingly good fortune in the treatment of that form. He had not seen a case of eczema associated with cyclical vomiting, but he had seen the association of lichen urticatus with the latter condition. Dr. J. H. SEQUEIRA (Chairmani) said he could congratulate the Members present, as well as himself, on a very interesting debate. The subject of the discussion was really a legacy from his predecessor. He (the speaker) agreed that eczema was not a disease, but a reaction of a particular type of skin. Dermatologists were finding that these reactions were more and more definitely traceable to external causes. As a teacher of dermatology he always thought it his duty to recommend that the question which should be considered when one saw any kind of skin inflammation was: Is this due to some external cause? An endeavour should be made to answer this before one began to think of an internal cause. And that was the point of view which was held by most dermatologists with regard to infantile eczema. It was, however, of great value to the dermatologist to hear so ably expressed the views of the children's physician, who viewed skin affections as expressions of some internal disturbance.
Dr. A. M. H. GRAY (in reply)
said he thought the discussion had been an extremely useful one to all. One point he desired to make clear. He believed that some of his colleagues imagined his (Dr. Gray's) view to be that a diathesis was alone responsible for the production of what he called the facial type of eczema. He did not hold that view at all. The view he had always held, and continued to hold, was that what was named eczema was a superficial catarrh of skin-and he reminded Dr. Langmead that those were the words used in his (the speaker's) opening address-which was always caused by an external irritant. But the external irritant might vary enormously both in its intensity and in its character, the intensity of the reaction being not so much the result of the external irritant as of the sensitiveness of the skin. Dr. Adamson thought that friction was sufficient to produce this reaction in any normal infant, a view he (Dr. Gray) did not hold. He held that the children who acquired this facial type of eczema-which he did not think was due to bacterial infectionproduced it by friction, but he considered that in those infants there was an underlying condition which could only at present be described as a diathesis.
He thought the meeting was very much indebted to Dr. Cameron for the trouble he had taken to explain so many of those metabolic conditions which were now attracting the attention of the internists, and many of the things Dr. Cameron said would be of extreme value in elucidating this problem of facial eczema.
Another point to which he would refer was that concerning deaths from eczema. He could not help feeling that there was a definite syndrome which was associated with this condition. It was one which was but rarely seen by dermatologists; but cases were definitely described by children's physicians and by dermatologists. An interesting paper had been published by Hudelo and Louet, of Paris, in which the syndrome was described very dramatically and the theories as to causation fully discussed. He (the speaker) considered it to be a very definite state.
Dr. CAMERON (in reply)
said that Professor Langmead and himself seemed to have been in the minority in this debate, and did not secure much support from members of their Section. He (Dr. Cameron) did not wish it to appear that he belittled or failed to appreciate the considerable power which the skilled dermatologist possessed to control the symptoms of eczema. That local treatment was successful in a high percentage of cases was obvious. He was astonished, however, to hear from several speakers that they were not dissatisfied with the present condition of matters. He would have thought that infantile eczema was a disease in which the results of treatment were 84 Cameron: The AEtiology and Treatment. of Infantile Eczema often very-disappointing. Again and again he bad seen sudden exacerbations at a time when there could have been no local irritation and when local treatment in all its intensity was being carried out. The word "reaction" appeared to have afforded some satisfaction to the dermatologists in the discussion. Without undervaluing the importance of local irritation as an exciting cause, it seemed necessary to ask why certain infants should react in this extraordinary way to irritations to which all infants were exposed-to scratching, to the cold of winter or the heat of summer. Why, especially, did infants of certain families, of certain stocks, tend to react in this way ? If new knowledge of the subject was to be gained, it seemed to him that it must proceed from a close study of the peculiarities of the eczematous infant. He could not agree that the cause of eczema was to be found invariably and solely in different varieties of external irritation.
